Prbceedings of the Royal Society of Medicine 6 polymorphonuclear leucocytes which tend to collect in the more superficial layers of the rete malpighi. The stratum granulosum is absent and the stratum corneum is replaced by a 'very thickiened layer of n-ueated horn: cells .emnbed-ddddn a considerable amount, of coagulated serum. The pars papillaris is oedematous, its capillaries being dilated and the tissue densely infiltrated with numerous small lymphoid cells and hyperplastic connective tissue cells.
Dr. W. FREUDENTHAL: This case shows a great variety of lesions: psoriasiform, eczematoid, lichen-planus-like. There are also lesions consisting of a small, circumscribed cutaneous. infiltrate showing no changes or very little change in the overlying epidermis. I think it is primarily a cutaneous disorder of the reticulosis group, perhaps a premycosis.
Dr. H. W. ALLEN: The size of the individual lesions is significant. The typical lesions of lichen planus hypertrophicus are seen on the backs of the hands.
Dr. ELIZABETii HUNT: I have recently seen a similar condition in a woman with a ten days' history of a very irritating rash on the foreartns, lower parts of the thighs and the soles. At the last site there were typical lichen papules; elsewhere the condition suggested a guttate psoriasis eruption, but the scales were adherent and the bases of the lesions had a deeper purplish hue than one sees in psoriasis. I could not make a definite diagnosis. Dr He was first seen by me two years ago when he had extensive pseudopelade (Brocq) involving about three-quarters of the whole scalp and slight perifolliculitis of the pubic hairs. Examination of the urine revealed marked glvcosuria and later investigations confirmed the diagnosis of diabetes. During the last twelve months the scalp lesions have extended and he has developed similar patches over the right ramus of the jaw.
Dr. H. W. BARBER: I think this case is one of lupus erythematosus of the scalp, with patches on the face and neck. There still seems to be confusion between pseudopelade, folliculitis decalvans, the severer forms of keratosis pilaris, and lichen planus with cicatricial alopecia.
Dr. Muende's case -is certainly not one of ;pseudopelade. That, condition begins as small oval or irregular bald patches, arranged close together. These patches are cicatricial and sharply defined, with a smooth wax-like surface. Their follicles have been destroyed, but no scales, horny plugs, broken hairs, or telangiectases are seen. By confluence of adjacent patches relatively large areas of cicatricial alopecia mav result, but the outlines of the, original component'secan'usuallybe distinguished. The vertex of the scalp is as 'a rule fiist' affected. Although the sclerosis is secondary to an inflammatory process, clinical signs of inflammation are absent, except that at the edges of the patches may be seen faint, rose-coloured haloes around the hairs that are doomed.
Folliculitis decalvans, so often confused with pseudopelade, is an entirely different condition, both clinically and aetiologically. Folliculitis decalvans begins as a single patch, usually on the vertex. The centre is cicatricial and bald, and at the periphery are hairs which at the mouths of their follicles reveal red inflammatory points, sometimes with actual pustulation. I think that folliculitis decalvans is comparable to the cicatricial form of sycosis barboe and, like it, due to infection with Stafphylococcus aureus. This organism alone has been recovered on culture. In pseudopelade no organisms have been isolated, and the histology suggests that a blood-borne toxin is responsible.
Two other conditions-the severe form of keratosis pilaris (k.p.atrophicans) and lichen planus, usually of the pilaris or plano-pilaris type, with cicatricial alopeciahave also been confused with folliculitis decalvans and pseudopelade. The former is cle'arly a congenit'al 'anomaly allied to or a variety of ichthyosis. Cases h4ve been recorded in which one or other parent was ichthyotic. The condition labelle'd by Taenzer ulerythema ophryogenes is merely part of this abnormality. In severe cases the scalp may in time become almost bald, and the eyebrows and eyelashes are lost.
The association of lichen planus with cicatricial alopecia is well recognized, and cases have been demonstrated or described bv Graham-Little, Dore, Beattv and Speares, and mvself. On the glabrous skin the eruption is usuallyr of the lichen pilaris or plano-p)ilaris type. On the scall), and sometimes in the axille and on the pubic region, follicular, horn! p)ap)ules are seen, and these are followed by atrophy Qf the follicles with consequent alopecia. There may be typical lichen planus of the bu.ccal mucosa. Forman and I have observed cases of this type occurring after inijection of metallic salts, such as bismuth and gold.
Discoid Purpuric Pigmented Eruption.-ROBERT KLABER, M1.D. A young married woman, aged 29, for the last two months has had a macular eruption, most marked on the buttocks and thighs, and less extensively on the front of the arms and forearms, the backs of the knees, and the dorsum of the foot. The size of the lesions varies from that of a pinhead to a shilling. Mostly they are flame-coloured (orangescarlet), with a purpuric or telangiectatic element still visible on glass pressure. There is no irritation, and the patient has good health otherwise, except for occasional headaches, which are unilateral, though not associated with anv other symptoms of migraine. For four or five months, about twice a month, she has taken a tablet of anadin, which is said to contain three grains of phenacetin, three of aspirin, with a little caffein and quinine. The eruption has some of the features 'seen in cases resulting from adalin. I have not previously seen any eruption of this kind associated with phenacetin. I have included two similar cases here some years ago (Proceediings, 1934, 27, 815 and 1032) as atypical examples of Schamberg's disease and have seen others here and elsewhere. Further experience suggests that such cases do not strictly belong within the confines of Schamberg's disease or Angioma Serpiginosum. They form a quite distinct if still nameless group showing some of the features of each of these diseases.
Elephantiasis of the Ears, in a Non-boxer.-GEOFFREY DUCKWORTH, M.R.C.P.
For more than three years J. B., a gas worker, aged 34, has noticed thickening of the ears with an itchiness of the skin and periodic weeping. When first seen a few months ago, the ears were impetiginized and very swollen; in places, sLuch as behind the lobes, lobulated swellings were present. At the present time both ears show conspicuous oedema -lymphatic in type-and the lobulated swellings persist. J. B. has never boxed and never remembers having been in anv brawl, when his ears might have been struck. The Wassermann reaction is negative. No improvement followed a course of stulphathiazole. Definite improvement followed the application of /% gentian violet in 25% induistrial spirit.
The condition is apparently due to lymphatic obstruction resulting from a streptococcal Invasion. THE PRESIDENT: I have had one or tw-o similar cases. Such a condition can be labelled streptococcal lymiphangitis. Treatment by X-rav-s wvill do more than local applications or internal medication wvith the sulphonamide groul).
Man, aged 47, treated for secondarv syphilis in 1919. He then received 8-7 g. neokharsivan. His Wassermann reaction remained negative for a year and he was told that he needed no further treatment.
He remained well until 1938 when an eruption appeared on the legs and spread to the buttocks, flanks and arms. The lesions first appear as groups of pin-point reddish spots. The patches slowly enlarge and become pigmented. Fully developed patches present a brownish pigmentation. Thev are not raised. The skin feels a little roughened. Irndividual patches have cleared up but others have appeared and he has never been clear since. I first saw him in June 1939 when I found his Wassermann reaction was strongly positive. Since then he has had 36-3 g. neoarsphenamine and 15 2 g. of bismuth. The Wassermann reaction remains unaltered and the skin lesions have been quite unaffected.
Biopsy (Dr. Freudenthal): The main change is a fairlv dense infiltrate in the upper part of the cutis, arranged in patches. These patches are localized around a great number of newly formed capillary vessels. There is an (rdema in the papillary body, the epidermis is spongiotic in places, and there are a few parakeratotic nuclei in the otherwise unchanged horny layer. A small amount of melanin is present, also traces of haemosiderin.
The presence of melanin and hemosiderin tends to confirm my diagnosis of Schamberg's disease. Against the possibility of the lesions being due to syphilis is the fact that intensive treatment has left them qcuite unaltcred. ParaDsoriasis is another possibility but marked pigmentation is unusual in this condition.
